Purpose: Though better studied in head/neck cancers, there are currently no studies on timing of feeding tube (FT) placement in patients with gastroesophageal cancer. This study sought to discern characteristics of patients who used versus did not use a prophylactic FT (pFT), and also analyzed factors associated with placement of FTs during chemoradiotherapy (CRT).
FigUre 1 | Schematic representation of patient subgroups in this study. CRT, chemoradiotherapy; FT, feeding tube; RT, radiotherapy; PWL, profound weight loss; pFT, prophylactic feeding tube. gastroesophageal (GE) neoplasms. Incidences have been reported as high as 63% (4) , but also as low as 8% (5); however, absolute numbers remain low. Nevertheless, poor nutritional status can affect subsequent treatment options and outcomes including those of surgery (6) . No evidence has been published to date examining factors associated with FT insertion at various time points, as well as evaluating prophylactic placement of FTs in GE cancers. As such, the National Comprehensive Cancer Network insinuates that FT placement be considered on a case-by-case basis, especially in conditions of low caloric intake and/or esophageal obstruction (7) .
In this study, we sought to examine the population of GE cancers that received FTs, treated at a high-volume, tertiary care academic medical center. Specifically, our study had two principal goals. First, because prophylactic FTs (pFTs) may or may not be utilized, we aimed to ascertain factors associated with needing to use a pFT. Second, a comparison of factors was made between patients who used a pFT and those who required an FT during radiotherapy (RT), in efforts to delineate a high-risk population that could benefit from aggressive supportive care and possibly a lower threshold for FT placement during RT.
MaTerials anD MeThODs

Patient Population
This single-institutional analysis examined 1,329 patients with cancer of the esophagus or GE junction treated with concurrent chemoradiotherapy (CRT) as part of neoadjuvant therapy (1998) (1999) (2000) (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) . Of these patients, the analyzed population consisted of those who underwent FT placement, which numbered 323 patients. Each patient provided informed consent to place an FT if recommended. Figure 1 displays patient subgroups. Exclusion criteria for this study included those patients who underwent FT insertion after RT (n = 43); though many of these were from CRTrelated toxicities, FTs in many others were placed in anticipation of surgery and not directly as a result of toxicities. Similarly, 130 patients had FT placed prior to RT specifically owing to partial or complete luminal occlusion from the malignancy and/or with profound weight loss (PWL) (greater than 10% weight loss in past 3-6 months). Because this constituted a heterogeneous patient population for the purposes of our analysis, they were additionally excluded.
These criteria left 150 patients for further investigation. Of these patients, 50 had placement during RT, and 100 were placed prophylactically. Reasons for FT placement during RT included odynophagia, dysphagia, decreased appetite, and nausea/vomiting. pFT placement was performed at the clinician's discretion, based on clinical concern but not due to any of the aforementioned rationale for FT placement. Whether FTs were utilized for nutrition (defined as at least one administration of enteral feeding) was then recorded; 66 patients used the FT and 34 did not.
Two comparisons between patient subgroups were made in this study: (1) factors associated with use of a pFT (n = 66) versus lack thereof (n = 34) and (2) characteristics between patients who used a pFT (n = 66) versus those who had FT insertion during RT (n = 50). For each patient in each subgroup, many parameters were collected, broadly including patient/demographic information, tumor and treatment characteristics, and intra-CRT tolerance.
Oncologic Therapy
Radiotherapy was administered in three possible modalities: three-dimensional conformal RT, intensity-modulated RT, or proton beam RT. Briefly, for each modality, patients were immobilized using custom molds and simulated in the supine position with four-dimensional computed tomography simulation. Positron emission tomography fusion aided in target volume definition. In general, doses consisted of 41.4-50.4 Gy and were delivered with concurrent chemotherapy, which consisted of various regimens over time and at the medical oncologist's discretion. Patients were seen weekly by the medical and radiation oncologists on treatment, with reassessment of toxicities and potential intervention at each visit. Surgery was performed several weeks after cessation of CRT and most commonly was transthoracic esophagectomy.
statistical analysis
Data analysis was performed using Stata/MP14 statistical software (College Station, TX, USA). The Wilcoxon rank-sum and Fisher's exact tests were used to compare the factors associated with use and lack of use of a pFT, as well as to compare the characteristics of patients who used a pFT against those whom required an FT placed during treatment. Univariate and multivariate logistic regression were performed in order to examine variables associated with placement of FTs in various circumstances. p-values <0.05 were considered to be statistically significant. Statistical tests were based on a two-sided significance level.
resUlTs Table 1 displays characteristics of patients who did (n = 66) versus did not utilize (n = 34) their pFT. There were no statistically significant differences between groups in any parameter analyzed, including performance status, body mass index (BMI) at diagnosis, tumor length/stage, symptoms at diagnosis, target volume size, or RT dose. Univariate analysis, performed in order to examine variables associated with use of a pFT, did not show correlation with any examined variable ( Table 2) . On multivariate analysis, the only factor associated with use of a pFT was weight loss during treatment [continuous variable; odds ratio (OR) 1.16, 95% confidence interval (CI) 1.01-1.32, p = 0.03]. Hence, no pretreatment parameter was found to be reliably associated with use of a pFT. Next, attention was shifted to compare patients who used a pFT (n = 66) versus those who had an FT placed during CRT (n = 50). Results of this comparison are shown in Table 3 . Of note, lower BMI (median 25.5 versus 23.9, p = 0.045) and higherdose RT (median 50.4 versus 50.4, p = 0.003) corresponded to FT placement during CRT. This cohort that underwent FT insertion during CRT experienced greater weight loss on treatment (mean 7.6 versus 4.9%, p = 0.002) and higher toxicity due to both dysphagia (p < 0.001) and esophagitis (p < 0.001). These patients were also more likely to have missed RT treatments, as three patients missed seven or more sessions. Table 4 displays results of univariate analysis of parameters associated with placement of an FT during RT: induction chemotherapy, RT dose, size of the planning target volume, and toxicities during RT (weight loss, dysphagia, esophagitis). Multivariate analysis revealed that patients undergoing induction chemotherapy were more likely to undergo FT placement during RT (OR 2.46, 95% CI 1.09-5.57, p = 0.031). Other factors included patients suffering greater weight loss during the treatment course (OR 0.31, 95% CI 0.11-0.90, p = 0.031) as well as esophagitis (OR 0.20, 95% CI 0.06-0.61, p = 0.005). 
DiscUssiOn
Optimal timing of FT placement in GE cancers is controversial from limited evidence. In our cohort of patients, there were no pretreatment predictors that associated with utilization of a pFT. Hence, because none of the analyzed pretreatment patient, oncologic, or treatment characteristics predicted for utilization of a pFT, these data do not argue in favor of pFT placement. Moreover, receipt of more aggressive therapy (e.g., induction chemotherapy) along with greater symptoms (e.g., weight loss, esophagitis) associated with insertion of FT during RT; hence, select patients must be aggressively monitored for symptoms in order to perform early interventions. Not doing so may risk greater symptomatic suffering and potentially even compromised outcomes from missing RT sessions. In high-risk patients, both patient-reported and physicianappraised symptoms should be continually re-assessed weekly (at minimum) during treatment, although this may not necessarily mean a lower threshold for FT insertion (other measures such as oral supplements may be considered first). This is important has been shown to decrease the levels of morbidity associated with chemotherapy and the postoperative period (9) . Our data are consistent with those of head and neck cancers; for instance, investigators determined in a report that nearly half of pFTs were not "used" (defined as <2 weeks of feeding) (10) . Though the authors did not examine factors that led to "use" of a pFT, our study has not provided justification for pFT insertion in most GE cancers. A notable exception is in cases with tumor obstruction and/or substantial weight loss, which were excluded from our analysis, as these patients often need pFTs-justifiably so-for different circumstances than treatment-related factors alone. This notion may bring forth other issues as to how much weight loss or how much partial obstruction is "substantial" enough to warrant a pFT, in light of other options such as esophageal stenting (11) . This may be difficult to test, not only because of the low sample sizes of these patients, but also the large range in clinician/institutional thresholds for pFT insertion.
Limitations to these data are as follows. Though retrospective, there are few prospective data that even detail FT insertion rates; secondary analyses of the many trials examining trimodality therapy are therefore important. The low sample sizes are also noteworthy, but the volume of applicable patients in this study is nearly twice as large as any prospective trial. Our results were not aimed to address factors that are associated with FT or pFT insertion, which would necessitate comparison with the 1,006 patients who did not have FT insertion. Because insertion of (p) FTs is often clinician-and institution-dependent, such results may not be applicable to other institutional policies. Moreover, it is acknowledged that specific reasons for (p)FT placement are also largely institution-and clinician-dependent, limiting applicability to all centers. However, this is a noted limitation facing any study (whether GE cancers or head and neck cancers) examining FTs, and hence may still pertain to practices with somewhat similar reasons for FT placement. Lastly, we excluded 43 patients with post-CRT FT insertion, largely because a proportion undergo placement in anticipation of surgery and not necessarily as a result of toxicities. However, it is still acknowledged that esophagitis peaks 1-2 weeks after CRT, and excluding these patients may miss a proportion of patients with toxicity-related FT placement. This necessitates further research as to which patients are at greatest need for enteral feeding from postoperative complications (12) (13) (14) (15) .
cOnclUsiOn
In GE cancers, with exception of patients having tumor obstruction and/or PWL, these data do not support insertion of FTs prophylactically prior to CRT. In patients receiving induction chemotherapy, higher-dose RT, and/or having lower pretreatment BMI, early and active symptomatic surveillance is indicated in order to intervene before toxicities worsen.
eThics sTaTeMenT
This study was carried out in accordance with the recommendations of the University of Texas MD Anderson Institutional because early intensive nutritional intervention in patients with upper GI cancers results in significantly improved quality of life and body weight (8) . Additionally, intensive nutritional support
